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ABSTRACT 
 
Nowadays there are rapid changes in social cultural political 
economic and behavioural characteristics of the populations allover the 
world. These rapid changes put more stresses upon individuals making 
them more susceptible to depression.  
 The students of University of Khartoum were selected for this 
cross-sectional survey. Using multistage cluster sampling, 2157 
students were selected for the study out of the total number (21171) of 
University of Khartoum students at the year 2003. The sample included 
both sexes from all faculties, all academic class-years and different age 
groups. 
 Short BDI (13 items) with cutoff point of 16; was used for 
assessment of depression, together with a sociodemographic 
questionnaire and selected life events. 
 SPSS software was used for the analysis resulted in a prevalence 
rate of depression of 33.3% affecting all socioeconomic and 
sociodemographic classes. Severe depression affected (8.7%) of the 
students and moderate depression affected 24.6%. 
 The variables of high statistical significance were the 
socioeconomic status and rape or attempted rape, also weakened family 
ties. 
 High prevalence rate of depression is due to globalization with 
changing concepts, growing individuality and independence, 
materialism, cash economy and weakened interfamily relationships. 
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 ﺑﺴﻢ ﺍﷲ ﺍﻟﺮﲪﻦ ﺍﻟﺮﺣﻴﻢ
 
 ﻣﻠﺨﺺ ﺍﻟﺒﺤﺚ
  
ﺘﺘﻐﻴﺭ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﻓﻲ ﻋﺎﻟﻡ ﺍﻟﻴﻭﻡ ﺒﺴﺭﻋﺔ ﻤﺫﻫﻠـﺔ ﺜﻘﺎﻓﻴـﺎﹰ ﻭﺴـﻠﻭﻜﻴﺎﹰ ﻭﺍﺠﺘﻤﺎﻋﻴـﺎﹰ   
ﻴﺯﻴﺩ ﻫﺫﺍ ﺍﻟﺘﻐﻴﻴﺭ ﺍﻟﻤﺘﺴﺎﺭﻉ ﺍﻟﻀﻐﻁ ﺍﻟـﺫﻫﻨﻲ ﻭﺍﻟﺘـﻭﺘﺭ .  ﺎ ﻭﺴﻴﺎﺴﻴﺎﹰ ﻭﻤﻔﺎﻫﻴﻤﻴﺎﹰ ﻭﺍﻗﺘﺼﺎﺩﻴ
ﻫـﺫﺍ ﺍﻟﻭﻀـﻊ . ﺍﻟﻨﻔﺴﻲ ﻋﻠﻰ ﺍﻷﻓﺭﺍﺩ ﻤﻤﺎ ﻴﺠﻌﻠﻬﻡ ﺃﻜﺜﺭ ﻗﺎﺒﻠﻴﺔ ﻟﻺﺼﺎﺒﺔ ﺒﺎﻻﻜﺘﺌﺎﺏ ﺍﻟﻨﻔﺴﻲ 
  . ﺤﺘﻡ ﻋﻠﻴﻨﺎ ﺩﺭﺍﺴﺔ ﻤﺩﻯ ﺘﻔﺸﻲ ﺍﻹﺼﺎﺒﺔ ﺒﺎﻻﻜﺘﺌﺎﺏ ﻭﺴﻁ ﻁﻼﺏ ﺠﺎﻤﻌﺔ ﺍﻟﺨﺭﻁﻭﻡ ﺨﺎﺼﺔ
 ﻤﻥ 7512 ﻓﻲ ﻋﻴﻨﺔ ﻤﻥ ﺍﻟﻁﻼﺏ ﻗﻭﺍﻤﻬﺎ ﺃﺠﺭﻴﺕ ﻫﺫﻩ ﺍﻟﺩﺭﺍﺴﺔ ﺍﻟﻤﺴﺤﻴﺔ ﺍﻟﻭﺼﻔﻴﺔ   
ﻡ ، ﺸﻤﻠﺕ 3002/2002 ﻓﻲ ﺍﻟﻌﺎﻡ ﺍﻟﺩﺭﺍﺴﻲ 17112ﺠﻤﻠﺔ ﻁﻼﺏ ﺍﻟﺠﺎﻤﻌﺔ ﺍﻟﺒﺎﻟﻎ ﻋﺩﺩﻫﻡ 
  .ﺍﻟﻌﻴﻨﺔ ﺍﻟﺠﻨﺴﻴﻥ ﻤﻥ ﻜل ﺍﻟﻤﺠﻤﻭﻋﺎﺕ ﺍﻟﻌﻤﺭﻴﺔ ﻓﻲ ﻜل ﺍﻟﻜﻠﻴﺎﺕ ﻭﺍﻟﻔﺼﻭل ﺍﻟﺩﺭﺍﺴﻴﺔ
ﺍﺴﺘﺨﺩﻡ ﻤﻘﻴﺎﺱ ﺒﻙ ﺍﻟﻤﺼﻐﺭ ﻟﻘﻴﺎﺱ ﺍﻻﻜﺘﺌﺎﺏ ﻤﻊ ﺍﺴﺘﺒﻴﺎﻥ ﺍﻟﻭﻀـﻊ ﺍﻻﺠﺘﻤـﺎﻋﻲ   
 ﻟﻠﺘﺤﻠﻴـل SSPSﻭﺘﻡ ﺘﺤﻠﻴل ﺍﻟﻨﺘﺎﺌﺞ ﺒﺎﺴﺘﺨﺩﺍﻡ ﺒﺭﻨﺎﻤﺞ . ﻴﺎﻥ ﺃﺤﺩﺍﺙ ﺍﻟﺤﻴﺎﺓ ﺍﻟﺴﻜﺎﻨﻲ ﻭﺍﺴﺘﺒ 
ﻤﻥ ﻁﻼﺏ ﺍﻟﻌﻴﻨﺔ ﻤـﺼﺎﺒﻭﻥ ﺒﺎﻻﻜﺘﺌـﺎﺏ % 7.8ﺘﻭﺼﻠﺕ ﺍﻟﺩﺭﺍﺴﺔ ﺍﻟﻰ ﺃﻥ . ﺍﻹﺤﺼﺎﺌﻲ
ﻤـﻥ ﺍﻟﻌﻭﺍﻤـل ﺫﺍﺕ ﺍﻟﺩﻻﻟـﺔ . ﻤﺼﺎﺒﻭﻥ ﺒﺩﺭﺠﺔ ﻤﺘﻭﺴﻁﺔ ﻤﻥ ﺍﻹﻜﺘﺌﺎﺏ % 6.42ﺍﻟﺤﺎﺩ ﻭ 
ﺔ ﻭﺍﻟﺘﻌﺭﺽ ﻟﻠﺘﺤـﺭﺵ ﺍﻹﺤﺼﺎﺌﻴﺔ ﺍﻟﻌﺎﻟﻴﺔ ﺍﻟﻭﻀﻊ ﺍﻻﻗﺘﺼﺎﺩﻱ ﻭﻀﻌﻑ ﺍﻟﺭﻭﺍﺒﻁ ﺍﻷﺴﺭﻴ 
  .ﺍﻟﺠﻨﺴﻲ
ﻋﺯﺕ ﺍﻟﺩﺭﺍﺴﺔ ﻫﺫﺍ ﺍﻟﺘﻔﺸﻲ ﻟﻤﺭﺽ ﺍﻻﻜﺘﺌﺎﺏ ﻟﻠﻌﻭﻟﻤﺔ ﻭﺘﺄﺜﻴﺭﺍﺘﻬﺎ ﺍﻟﻤﺨﺘﻠﻔﺔ ﺨﺎﺼﺔ   
ﻋﻠﻰ ﺍﻟﻤﻔﺎﻫﻴﻡ ﺍﻟﻘﻴﻤﻴﺔ ﻭﺘﻨﺎﻤﻲ ﺍﺴﺘﻘﻼﻟﻴﺔ ﺍﻟﻔﺭﺩ ﻭﺍﻋﺘﻤﺎﺩ ﺍﻟﻤﺎﺩﺓ ﻤﻘﻴﺎﺴﺎﹰ ﺍﺠﺘﻤﺎﻋﻴﺎﹰ ﻤﻊ ﻀﻌﻑ 
  .ﺍﻟﺭﻭﺍﺒﻁ ﺍﻷﺴﺭﻴﺔ
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CHAPTER ONE 
  2
INTRODUCTION 
 
 To start with, “Health is a state of complete physical, Mental, 
and social well being, and not merely an absence of disease or 
infirmity”(1). 
 So, mental health and physical health are two vital strands of 
life; that are closely related and interwoven and deeply 
interdependent. Hence, mental health is crucial to the overall 
wellbeing of individuals, societies, and countries. 
 There are many studies done allover the world in psychiatric 
illnesses but, few were done in Africa and the Sudan in particular. 
 Nowadays, there are rapid changes in social, cultural, political, 
economic and behavioural characteristics of the populations allover 
the world. These changes necessitated near understanding of mental 
health. 
 Many of the psychiatrically disturbed are never seen or treated 
by professionals, and even, are misdiagnosed. 
 Here arises the need to study the unreferred population for 
reliable estimates of incidence and prevalence rates of mental 
disorders, so as to help policy makers and care-providers in making 
the appropriate action plans. 
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LITERATURE REVIEW 
 
1.1 Concepts of mental health include 
Subjective wellbeing, perceived self-efficacy, autonomy, 
competence, intergenerational dependence, and; self-actualization of 
ones intellectuals and potentials.  These; enables the individual to live 
harmoniously with oneself and others (1). 
1.2 Characteristics of a mentally healthy individual 
1. Free from internal conflicts i.e not at war with himself. 
2. Well-adjusted i.e able to get along with others; accepting criticism 
     and is not easily upset. 
3. Searches for identity. 
4. Has a strong sense of self-esteem. 
5. Knows himself, his needs, problems, and goals. 
6. Has good self-control, balances rationality and emotionality. 
7. Faces problems and  tries  to solve them intelligently. 
     i.e Coping with stress and anxiety (2). 
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1.3 Human needs 
1. The need for affection. 
2. The need for independence. 
3. The need for belonging. 
4. The need for achievement. 
5. The need for recognition and approval. 
6. The need for a sense of personal worth. 
7. The need for self-actualization (1). 
   These needs only differ in degree and qualitative importance at 
various ages. 
 Unfortunately, in most parts of the world mental health and 
mental disorders are not regarded as with anything like the same 
importance as physical health. So, there is an increasing burden of 
mental disorders and a widening treatment gap. 
 Today, some 450 millions people are suffering a mental or 
behavioural disorder, yet only a small minority receive even the most 
basic treatment (2). 
 Globally, many are victimized for their illness and become 
targets of stigma and discrimination. 
Further increases in the numbers of sufferers are likely, in  view of:- 
i) Aging of the population. 
ii) Worsening social problems. 
iii) Civil unrest (1, 2). 
 Mental disorders represent four of the ten leading causes of 
disability allover the world. Mental and behavioural disorders are 
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estimated to account for 12% of the global burden of diseases     
(GBD) (1) yet, the mental health budgets of the majority of countries 
constitute less than 1% of their total health expenditure (1, 2). 
 More than 40% of countries have no mental health policy, and 
over 30% have no mental health programme (1, 2). 
 Over 90% of countries have no mental health policy that 
includes children and adolescents. Moreover, health plans frequently 
do not cover mental and behavioural disorders at the same level as 
other illnesses, creating significant economic difficulties for patients 
and their families. And so, the suffering continues and the difficulties 
grow. 
 Advances in neuroscience and behavioural medicine have 
shown that, like many physical illnesses, mental and behavioural 
disorders are the result of a complex interaction between:- 
1. Biological 
2. Psychological 
3. Social factor (1). 
   There are two main pathways through which mental and 
physical health mutually influence each other:- 
(A) Physiological system 
(B) Health behaviour pathway 
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(A) Physiological system  
 Anxious and depressed moods initiate a cascade of adverse 
changes in endocrine and immune functioning, and create increased 
susceptibility to a range of physical illnesses. 
 Mental and behavioural disorders have been shown to be 
associated with disruptions of neural communication within specific 
circuits (1). 
(B) Health behaviour pathway 
 The health behaviour of an individual plays an important role in 
shaping his health status. Health behaviour is a prime determinant of 
the spread of communicable diseases e.g. HIV/AIDS. Many non- 
communicable diseases are strongly linked to unhealthy behaviour 
such as alcohol and tobacco use. 
1.4 Identifying mental disorders 
Mental disorders are clinically characterized by alterations in:- 
          Thinking, mood disorders (emotions) and behavioural disorders. 
     Associated with personal distress and/or impaired functioning. 
1.5 Mood disorders 
 Are so called because one of its main features is abnormality of 
mood. Nowadays the term is restricted to: depression and elation (1, 2). 
 Here we are concerned with the syndromes known as 
depressive disorders. 
Central features of these syndromes of depressive disorders are 
depressed mood, pessimistic thinking, lack of enjoyment, reduced 
energy and slowness. 
Of these, depressed mood is usually the most important (3). 
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 Diverse thinking, and/or behaving across cultures, may 
influence the way mental disorders manifest, but, are not of 
themselves; indicative of a disorder. Nor can social, religious or, 
political beliefs be taken as evidence of mental disorders. 
1.6 Diagnosing mental disorders 
 By using clinical methods of:- 
i- History taking. 
ii- Systematic clinical examination of mental status. 
iii- Specialized tests and investigations. 
1.7 Disorders seen in primary health care 
 24% of all patients attending PHC have mental disorders (1).  
 The most common diagnoses are:- 
1. Depression 
2. Anxiety  
3. Substance abuse disorders 
1.8 Impact of mental disorders 
 Mental and mood disorders are universal, with impact of the 
distressing symptoms of the disorder on the individual reducing his 
ability to participate in work and leisure activities, often, as a result of 
discrimination, together with worry and fear of being unable to 
shoulder the responsibilities  and of being a burden for others (1). 
1.9 Burden of the disorder 
 It is estimated that, one in four (1/4) families has at least one 
member currently suffering from a mental or behavioural disorder (1). 
     Burden on families include economic difficulties, emotional 
reaction to the illness, the stress of coping with abnormally disturbed 
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behaviour, the disruption of the household routine, the restriction of 
social activities and lost opportunities (adjustment and compromise).  
1.10 Burden on communities 
- Cost of providing care. 
- Loss of productivity. 
- Legal problems resulting from violence (1). 
          A study done in Australia (1) had confirmed that mental 
disorders are the leading causes of disability burden (Vos and 
Mather’s 2000) projections indicated that, it will increase from 12.3% 
to 15% at the year 2020. 
 Taking the disability component of burden alone, GBD 2000, 
estimates, showed that, mental and neurological conditions accounted 
for 30.8% of all years lived with disability (YLD). 
 Indeed, depression causes the largest amount of disability 
accounting for almost 12% of all disabilities (YLD) (1). 
 Six neuropsychiatric conditions figured in the top twenty causes 
of disability (YLD) in the world. These being:- 
1. Unipolar depressive syndrome. 
2. Alcohol use disorders. 
3. Schizophrenia. 
4. Bipolar affective disorders. 
5. Alzheimer’s and other dementias. 
6. Migraine.  
          Neuropsychiatric disorders cause 17.6% of all YLD in        
Africa (1). 
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1.11 Depression 
Depression is characterized by:- 
a) Sadness. 
b) Loss of interest in activities. 
c) Decreased energy (1, 2, 3) 
Others:- 
- Loss of confidence. 
- Loss of selfesteem. 
- Inappropriate guilt. 
- Thoughts of death and  
- Diminished concentration. 
- Disturbance of sleep. 
- Disturbance of appetite. 
          A variety of somatic symptoms may be present. 
 Depressive disorders are diagnosed only when symptoms reach 
a threshold and last at least two weeks (4). 
 Depression can vary in severity from mild to severe and it is 
most often episodic, but can be recurrent or chronic. 
 Women are more prone to depression than males, because of:- 
- Genetic and biological factors e.g. Reproductive age –
Hormonal changes. 
- Social factors acting as stressors. 
- High rates of domestic and sexual violence (1, 2).  
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 The lifetime prevalence of domestic violence was found to be 
16% - 50%. It has been estimated that one in five women suffer rape 
or attempted rape in their life time (1). 
 Comorbidity is more common among women. Most often it 
takes the form of a comorbid occurrence of  depression, anxiety and 
somatoform disorders. 
 Sex differences in depression are strongly age related. The 
greatest differences occur in adult life, with no reported differences in 
childhood, and few in the elderly (5). 
 GBD 2000, estimated the point prevalence of depression at 
1.9% for men, and 3.2% for women. And that 5.8% of men, and 9.5% 
of women, will experience a depressive episode in a 12-month period. 
GBD 2000 analysis showed, that, unipolar depression places an 
enormous burden on society, and ranked as the fourth leading cause of 
burden among all diseases, accounting for 4.4% of the total DALYS, 
and the leading cause of YLDs, accounting for 11.9% of the total 
YLDs. 
 In the age group 15 – 44 years, it caused the second highest 
burden, amounting to 8.6% of DALYs lost (1). 
Depression 
 Incidence of depression is highest in the middle ages. There is 
an increasing recognition during adolescence and adulthood (1). 
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 The recurrence rate after recovery from the first episode is 
around 35% within 2-years, and about 60% at 12-years. The 
recurrence rate is higher in those who are more than 45-years old. 
 A particularly tragedic outcome of a depressive disorder is 
suicide. Around 15 – 20% of depressed patients, end their lives by 
committing suicide. Suicide remains one of the common and 
avoidable outcomes of depression (1). 
 Bipolar affective disorders refer to patients with depressive 
illnesses, along with episodes of mania, characterized by:- 
- Elated mood, 
- Increased activity, 
- Overconfidence, and 
- Impaired concentration.                  
          According to GBD – 2000, the point prevalence of bipolar 
disorders is around 0.4%. So, depression is a common mental disorder 
causing a very high level of disease burden, and is expected to show a 
rising trend during the coming 20-years (1, 2). 
1.12 Determinants of mental and behavioural disorders  
 A variety of factors determine the prevalence, onset and course 
of mental and behavioural disorders.  These include:- 
a) Social 
b) Economic 
c) Demographic factors 
i- Gender 
ii- Age 
iii- Serious threats:- 
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- Conflicts 
- Disasters 
d) Major physical illnesses, and  
e) The family environment (1, 2, 3, 4) 
1.12.1 Poverty 
 Common medical disorders are as twice frequent as among the 
poor, than rich. In USA, children from the poorest families were found 
to be at increased risk of the disorders, in the ratio 2:1 for behavioural 
disorders, and 3:1 for comorbid conditions(1). 
1.12.2 Gender 
 The overall prevalence of mental and behavioural disorders, 
does not seem to be different between men and women. 
 Anxiety and depression are more common among women, 
while substance abuse disorders and antisocial personality disorders 
are more common among men. Reasons for the higher prevalence of 
depression and anxiety among women are:- 
1. Genetic and biological factors:- 
- Reproductive age. 
- Hormonal changes. 
2. Social factors. 
- Stressors. 
3. High rate of domestic and sexual violence. 
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1.12.3 Age 
 The prevalence of some disorders tends to rise with age 
predominant among these is; depression. Depressive disorders are 
common among the elderly. Studies showed that 8 – 20% of patients 
being cared for in the community and 37% of patients cared for at the 
primary level, are suffering from depression (1). 
1.12.4 Conflicts and disasters 
 Post-traumatic stress disorders (PTSD) account for 0.37% of 
patients suffering depression. 
1.12.5 Major physical diseases 
 e.g. HIV/AIDS – carcinomas. 
1.12.6 Family and environmental factors 
 Mental disorders and depression are firmly rooted in the social 
environment of the individual. A variety of social factors influence the 
onset, course, and outcome of these disorders. 
 It has been observed that, there is an accumulation of life events 
immediately before the onset of depression. All significant events in 
life act as stressors, and coming in quick succession, predispose the 
individual to depression (1). 
 During the 2nd half of the 20th century, a shift in mental health 
care paradigm, took place owing to three independent factors:- 
1. Significant progress in psychopharmacology i.e new drugs, and 
development of new forms of psychosocial interventions. 
2.  Human rights movement became a truly international 
phenomenon under the sponsorship of the united nations. 
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3. A mental component was firmly incorporated into the concept 
of health, as defined by the WHO. 
          There are some vulnerable groups with special mental health 
needs:- 
- Children 
- Displaced: civil wars and international conflicts. 
1.13 Major reported causes of depressive syndrome due to 
        medical conditions 
 Numerous medical conditions and medications may induce 
mood disorders. 
a) Medical illnesses 
- Carcinoid syndrome. 
- Carcinomas (pancreatic). 
- C.V.A (stroke). 
- Collagen vascular diseases (SLE) 
- Endocrinopathies:- 
• Cushings syndrome. 
• Addison’s disease. 
• Hypoglycaemia. 
• Hyper-and hypothyroidism. 
• Lymphomas. 
• Parkinson’s disease. 
• Pernicious anaemia. 
• Viral illness:- 
- Infectious mononucleosis. 
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- Influenza. 
b) Medications 
- Antihypertensives (Aldomet)-Beta-Blochers. 
- Amphotericin-B. 
- Corticosteroids. 
- Anticonvulsants. 
- Sedatives-Hypnotics. 
- Oral contraceptives. 
- Antipsychotics. 
- Indomethacin. 
- Antineoplastic drugs. 
- Procarbazine. 
- Vinblastine. 
- Ethionamide. 
- Acetazolamide (1, 2, 3). 
1.14 Psychological theories of depression 
 A number of variables put a person at an increased risk of 
depression. 
1- Recent stressors. 
2- The individual’s social support system. 
3- Early parental loss. 
4- Gender. 
5- Family history of depression (1, 2, 3, 4). 
          According to cognitive learning theories, depressed patients 
have a cognitive style that focuses on what is wrong or negative. 
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 The course of natural history of major depressive disorder is 
quite variable, while some will have a single episode with full 
recovery, many will have multiple episodes.  Some will have isolated 
episodes, separated by many years of normal functioning. Others will 
have clusters of episodes followed by periods of remission, while 
others will have increasingly frequent episodes. 
 A major depressive episode is a syndrome characterized by:- 
a) Mood disturbances, plus:- 
b) A variety of:- 
i- Cognitive 
ii- Psychological 
iii- Somatic disturbances, which cause significant 
impairment in the individual’s capacity or ability to 
function. 
1.15 Stressors 
a) Environmental stressors 
- Feotus 
- Malnutrition 
- Infections 
- Disturbed family environment 
- Neglect 
- Isolation 
- Trauma (psychic) 
b) Social factors 
- Urbanization 
- Poverty and 
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- Technological changes, usually exert differential effects based 
on economic status, sex, race, and ethnicity. 
          There is evidence that, media portrays exert an influence on the 
levels of violence, sexual behaviour and interests in pornography and 
that, exposure to videogames violence increases aggressive behaviour 
and other aggressive tendencies (1, 2, 3, 4). 
 Depression is associated with high rates of relapse, chronicity, 
psychological and physical impairments, mortality and morbidity. 
Depression is secondary to negative cognitive constructs. 
1.16 Cognitive symptoms of depression 
1. Low selfesteem 
2. Guilt 
3. Uncertainty 
4. Pessimism 
5. Suicidal thoughts 
1.17 Pessimistic thoughts 
 Depressive cognitions. 
 An important symptom, divided into three groups, concerning:- 
1. Present failures. 
2. Past gloomy memories. 
3. Future suicide. 
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1.18 Severe depression 
1.18.1 Distinctive features 
- Delusions 
- Hallucinations     psychotic depression 
-  Cotard’s syndrome (Nihilistic delusions). 
- Perceptual disturbances. 
- Agitated depression. 
- Retarded depression. 
- Depressive stupor, with:- 
• Slowing of movements, poverty in speech (Motionless 
Mute) 
• Clouding of consciousness. 
• Catatonic motor disturbances. 
- Masked depression. 
- Atypical depression. 
- Brief recurrent depression:- 
• Personal distress. 
• Social and occupational impairment. 
 
1.18.2 Moderate depression 
- Low mood. 
- Lack of enjoyment. 
- Pessimistic thinking. 
- Reduced energy. 
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          All, lead to decreased functioning with characteristic 
appearance of misery.  
1.18.3 Symptoms of depression 
a) Biological symptoms 
- Sleep disturbances. 
- Decreased appetite. 
- Decreased libido. 
- Weight loss. 
b) Physical symptoms 
- Constipation 
- Fatigue 
- Aching discomfort 
- Hypochondriacal preoccupations 
c) Psychiatric symptoms 
- Depersonalization 
- Obsessional symptoms 
- Dissociative symptoms (poor memory) (4). 
1.19 Comorbidity  
 It is common for two or more mental disorders to occur 
together. It is especially common with advancing age, when a number 
of physical and mental disorders occur together. 
 Physical health problems not only coexist with depression, but; 
can modify or predict the onset and persistence of depression. 
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 A study done in USA – 1994; showed 79% of all physically     
ill people were comorbid. In other words, only 21% of outpatients had 
a mental disorder occurring singly. 
 Anxiety and depression commonly occur together (1, 2, 3, 4). 
1.20 Suicide 
 Suicide is the main cause of death in the young. Suicide of the 
young and women, is a recent growing problem in many countries. 
 In England and Wales, the death rate from suicide is 15 per 
100000, for those above 15 years old, and 10 per 100000, for all ages. 
Suicide is uncommon below the age of 15 (1, 2, 3, 4). 
 A sociological and mental health study was done by Dr. Hamad 
the year 1972, among the students of University of Khartoum, 
revealed:- 
- 51% of the students had mental illness. 
- Affected males were 48% of all male students. 
          The main diagnoses were:- 
1. Anxiety 31.4%. 
2. Depression 17.3%. 
3. Anxiety and depression 29.3%. 
          Dr. Hamad concluded that, factors found to have statistical 
association with mental disorders at home environment were:- 
i- Family misfortune, especially recent ones. e.g death, illness, 
change of father’s job, and divorce. 
ii- High level of father’s education. 
iii- History of mental illness within the family (6). 
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          Prof. Basher studied depression in the Sudan in the year 1966. 
In a community – based study of 1605 persons, he found 530 were 
having depression amounting to 33.05%. 
 In a study done at Kober Institution on 388 cases, depression 
amounted for 22.96%, second only to schizophrenia (7). 
 To sum up: 
 Depression is a common mental disorder, causing a very high 
level of disease burden, and is expected to show a rising trend during 
the coming 20-years. 
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OBJECTIVES 
General objective 
 To estimate the prevalence of depression and its determinants 
among the University of Khartoum students, in the year 2004. 
 
Specific objectives 
1. To measure the prevalence rate of depression. 
2. To relate depression to:- 
i- Age 
ii- Gender 
iii- Life events 
iv- Socioeconomic status 
v- Faculty (i.e type of studying). 
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CHAPTER TWO 
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MATERIALS AND METHODS 
 
2.1 Study design 
 A cross-sectional descriptive community based study. 
2.2 Study area 
University of Khartoum with four faculty campuses.  
2.2.1 Centre campus  
 Beside the southern bank of the Blue Nile; north of 
Khartoum city. 
2.2.2 Medical sciences campus 
 At the central part of Khartoum, west to Khartoum teaching 
hospital. 
2.2.3 Shambat campus 
 At the eastern bank of River Nile in Khartoum north city, 
north to Shambat bridge. 
2.2.4 Faculty of Education campus 
 In Omdurman city. 
2.3 Study population 
 All students of the University of Khartoum 21171, in year 
2002/2003, of them 12157 were females and 9014 males. 
2.4 Sampling 
2.4.1 Sample design 
A multistage cluster sample. 
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Technique: three stratifications: the first stratification according 
to the locations of the study campuses using probability 
proportional to size. The second stratification; according to the 
academic class year, using probability proportional to size and the 
third according to gender also using probability proportional to 
size. 
2.4.2 Sample size 
Calculated by the formula: 
  n  =  Z2 . P. q . deff 
               d2 
Where: 
 The total number of the students in U. of K. was 21171. 
 n :  Sample size. 
 Z :  Confidence limit (95%). 
 P :  Expected prevalence (0.5). 
 q :  1 – P (0.5). 
      deff :  Design effect. 
           n  =  (1.96)2  x 0.5 x 0.5 x 2 
                                  (0.03)2 
     =  2134 out of 21171 (total number of students) 
 23 students added to the calculated number, so the sample 
taken as 2157, 1240 were females and males were 917. 
2.5 Sample frame 
 All students of University of Khartoum. 
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2.6 Study variables 
- Age. 
- Gender. 
- Socioeconomic status. 
- Faculty. 
- Life events. 
2.7 Data collection 
2.7.1 Tools 
 Self reported questionnaires: 
- Short Beck’s Inventory (short BID) 13 items. 
- The sociodemographic questionnaire. 
- Selected common life events. 
2.7.2 Methods 
Self reporting. 
2.7.3 Personnel 
 A group of psychologists and social workers, supervised by 
the researcher. Objectives of the study, and difficult terms in the 
questionnaires were explained. Meetings were held before, 
during, and after data collection discussing plans, progress and 
evaluation of the work. 
2.7.4 Data analysis 
 By the computer using SPSS, with a statistician as an 
advisor. 
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RESULTS 
 
 Table 1 according to Beck’s measurement, the overall      
prevalence rate of depression was found (33.3%) affecting 719 
students. 
 Table 2 shows that 427 females were found depressed, 327 
(61.6%) having moderate, and 100 (53.2%) having severe 
depression. Compared to 292 depressed males with 204 (38.4%) 
and 88 (46.8%) with moderate and severe depression 
respectively. This difference was statistically significant              
(P = 0.04), (Fig. 1). 
 Considering age groups, in (Table 3) depression was found 
more prevalent in the age group 20 – 24 years where 432 students 
(60.1%), and lowest among those age 30 years and above 
affecting 5 students. But the difference was not statistically 
significant. (P = 0.33), (Fig. 2). 
 The type of studying did not affect the rate of depression 
significantly (P = 0.37) – (Table 4). 
 The highest rate of depression was found in faculty of 
Engineering, 121 student (16.8%). Moderate degree depression 
was found in (17.1%) and severe depression (16.0%). 
 Next to it was faculty of Medicine, with prevalence rate of 
depression 12.0% affecting 86 students, 60 (69.8 %) with 
moderate and 26 (30.2%) with severe depression. The lowest rate 
of depression was in faculty of Forestry where only 4 students 
(0.6%) were depressed.  
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The rate of depression in faculty of Nursing was (1.0%) 
affecting 7 students. In faculty of Animal Resources 12 students 
were suffering depression (3.3%).  
 Table 5 showing that fathers’ occupation did not influence 
the rate of depression significantly (P = 0.71). The highest rate of 
depression was found among whose fathers were professionals 
affecting 296 students (41.2%), 220 with moderate and 76 with 
severe depression. The lowest rate of depression was found 
among siblings of those working in commerce (5.4%) affecting 
only 39 students, 33 with moderate (6.2%) and 6 with severe 
depression (3.2%).  
What really deserves mentioning is that not a single sibling 
of clerks was suffering depression.  
On looking to the relation between the level of mother 
education and the prevalence of depression, (Table 6), the study 
found it without statistical significance (P = 0.57). 268 students 
siblings of illiterate mothers were found depressed (37.3%), 193 
(36.3%) with moderate and 75 (39.9%) with severe depression.  
The lowest rate of depression was found among siblings of 
postgraduate mothers 18 (2.5%).  
 Living with parents, in (Table 7) was without statistical 
significance (P = 0.30), inspite of the fact that the majority of the 
students in the sample were living with their parents 1741 
(80.7%), 555 (77.2%) were suffering depression 415 (74.8%) and 
140 (25.2%) with moderate and severe depression respectively.  
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 Table 8 is showing the prevalence rate of depression 
related to the financial status of the students families as perceived 
by them, (Fig. 3). 
 157 students of the good status, 120 students were 
moderately depressed (76.4%) and 37 (23.6%) severely 
depressed. 328 students (76.5%) student from the average 
financial status were moderately depressed and 101 (23.5%) were 
severely depressed. 83 students (62.4%) from poor families were 
suffering moderate depression and 50 (37.6%) suffering the 
severe type of depression. This study found that the financial 
status was of a statistical significance (P = 0.04). 
 In (Table 9) only 123 students had been sexually abused    
against their will during childhood, out of this number, 71 were 
suffering depression, with 43 (60.6%) and 28 (39.4%) suffering 
moderate and severe depression respectively. In comparison; 648 
students were depressed but had not been sexually abused. 488 
(75.3%) of them had moderate degree depression and 160 
(24.7%) severe depression. This was a statistically significant 
difference (P = 0.007). 
 The number of students whose fathers got married to more 
than one wife (Table 10), was 213 (9.9%). So, polygamy was not 
common, out of this number, 71 student found suffering 
depression, 57 (8.3%) and 14 (19.7%) having moderate and 
severe depression respectively. 648 students were discovered 
depressed although their parents were married to only one wife, 
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the students mother. But the difference was of no statistical 
significance (P = 0.19). 
 Table 11 is showing the prevalence rate of depression in 
relation to the lost job of a students’ parent. 271 parents lost their 
jobs. 121 siblings had depression, 83 (68.6%) had moderate and 
38 (31.4%) had severe depression. On the other hand 598 
students were found depressed although non of their parents lost 
his job. Out of this number, moderate depression affected 448 
(74.9%) and severe depression affected 150 (25.1%). This 
difference was not statistically significant (P = 0.14). 
 The students found depressed because of severe illness of a 
parent or his hospitalization for two weeks or more; were 167 
(23.2%) – (Table 12) – 118 (70.7%) and 49 (29.3%) were 
moderately and severely depressed respectively. In comparison to 
552 depressed without a parent being severely ill or hospitalized 
for two weeks or more. 413 (74.8%) were moderately depressed 
and 139 (25.2%) severely depressed. But the difference was not 
significant statistically (P = 0.28). 
 Table 12 is showing the prevalence rate of depression 
among students whose father's and mother's absence from home 
when extending to 8-hours or more in a weeks time. 
 654 students said their fathers used to be absent from home 
for the stated period, camped to 277 students who told the same 
about their mothers. 180 students (72.9%) had moderate 
depression and 67 (27.1%) had severe depression, and their 
fathers used to be absent from home for the specified period. 472 
  32
students were found depressed although their fathers absence did 
not extend to same period, of this number 351 (74.4%) had 
moderate, and 121 (25.6%) had severe depression. But the 
difference was of no significance (P = 0.66). 
 The depressed students with their mothers’ absence from 
home for 8-hours or more in a week time were 123, 84 (68.3%) 
with moderate and 39 (31.7%) with severe depression. The 
prevalence rate of depression among students whose mother 
absence from home did not extend for 8-hours or more in a weeks 
time; was as follows:- 447 (750) student were suffering moderate 
depression and 149 (25.0%) were suffering severe depression. 
This difference was of no statistical significance (P = 0.12). 
 The death of a student's brother/sister (Table 12) was 
experienced by 271 (12.6%) of the students, and precipitated 
depression in 59 of them, where 45 students (76.3%) had 
moderate and 14 (23.7%) had severe depression. On the other 
hand 660 students were depressed although no one of their 
brothers/sisters died. Moderate depression was found in 486 
(73.3%) and severe depression in 174 (26.4%). The difference 
was not statistically significant (P = 0.659).  
 Severe illness of the student or his hospitalization for two 
weeks or more, in relation to the rate of depression is shown in 
(Table 12). 158 students gave history of severe illness or 
hospitalization, 82 were suffering depression. 
 49 (59.3%) with moderate and 33 (40.2%) with severe 
depression. The students found suffering depression with being 
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severely ill or hospitalized were 637, 482 (75.7%) having 
moderate and 155 (24.3%) having severe type of depression. This 
difference was found to be of a high statistical significance         
(P = 0.002). 
 In (Table 12) 199 students had one parent died. But of this 
number 66 students found depressed, with moderate depression 
affecting. 47 (71.2%) and severe depression affecting 19 (28.8%) 
students of the 2068 students with both parents alive, 653 were 
found depressed 484 (74.1%) moderately depressed and 169 
(25.9%) severely depressed. This difference was of  no statistical 
significance (P = 0.60). 
 Considering the heavily decreased family income       
(Table 12); it precipitated depression in 285 out of 664. Moderate 
depression found in 200 students (70.2%) and severe depression 
affected 85 (29.8%). 434 student found depressed without their 
family income been decreased, 331 (76.3%) and 103 (23.7%) 
suffered moderate and severe depression respectively. But the 
difference was not statistically significant (P = 0.06). 
 Table 12 is showing rate of depression among students who 
had one of their brothers/sisters been hospitalized for two weeks 
or more. 78 student found depressed, with moderate degree 
depression affecting 47 (60.3%) and severe depression 31 
(39.7%). On the other hand 641 depressed students but none of 
their brothers/sisters was hospitalized out of this number 484 
(75.5%) having moderate and 157 (24.5%) severe depression. 
This difference was statistically significant (P = 0.004). 
  34
 Table 12 shows the rate of depression among students who 
had a brother quitted home after a fight. Their total number was 
69, 38 (5.3%) were depressed, 23 (60.5%) and 15 (39.5%) having 
moderate and severe depression respectively, (Fig. 4). 
 Those found depressed without experiencing the even of a 
brother quitted home were 681, 508 (74.6%) were moderately 
depressed and 173 (25.4%) severely depressed. The difference 
was statistically significant (P = 0.05). 
 Table 12 is showing the prevalence rate of depression 
related to psychiatric illness of the student's mother. Only 33 
students admitted their mothers’ psychiatric illness 10 of them 
were found with moderate depression (55.6%) and 8 suffering 
severe depression (44.4%). 701 students found depressed but 
their mothers were not psychiatrically ill, but the difference was 
not significant (P = 0.07). 
 In the same table, psychiatric illness of fathers was found 
with a statistically significant difference in the prevalence rate of  
depression (P = 0.04) of the 25 students who admitted psychiatric 
illness of their fathers, 7 were moderately and another 7 were 
severely depressed. Students who were depressed without 
psychiatric illness of their fathers were 705. 
 History of parental separation/divorce was experienced by 
62 families (2.9%). (Table 12) we can 18 siblings (62.0%) were 
having moderate depression and 11 (37.9%) had severe 
depression. comparing this to the 690 depressed students with no 
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history of separation/divorce within their families, the difference 
was not statistically significant (P = 0.14). 
 Table 12 is showing the relationship, between the 
prevalence rate of depression and history of mother/child 
separation. 
 113 students had been separated from their mothers out of 
this number 30 student (63.8%) and 17 (36.2%) were suffering 
moderate and severe depression. 672 students were suffering 
depression although they were not separated from their mothers. 
501 students (74.6%) had moderate and 171 (25.4%) had severe 
depression. But there was not a statistically significant difference 
(P =0.106). 
  36
 
Table (1)  Beck’s measurement. 
Depression  Frequency  Percentage  
Normal 1438 66.7 
Moderate 531 24.6 
Severe 188 8.7 
Total 2157 100.0 
 
 
Table (2)  Prevalence rate of depression by gender. 
Males 
(917) 
Females 
(1240) 
Degree of depression 
no. % no. % 
Moderate 204 38.4 327 61.6 
Severe 88 46.8 100 53.2 
Total 292  427  
P = 0.044 (significant). 
Table (3) Prevalence rate of depression within age groups. 
Degree of 
depression Age group 
15-19  
(747) 
Age group 
20-24 
(1210) 
Age group 
25-29 
(188) 
Age group  
30 + 
(12) 
 no. % no. % no. %   no. % 
Moderate 170 32.0 318 59.9 39 7.3 4 0.8 
Severe  52 27.7 114 60.6 21 11.2 1 0.5 
Total  222  432  60  5  
P = 0.334 (insignificant). 
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Table (4) Prevalence rate of depression within Faculty campuses: 
         P. value = 0.378 (not significant). 
Medical sciences. 
Moderate dep.  Severe dep.   
Faculty 
no. % no. % Total 
Medicine (2475) 60 11.3 26 13.8 86 
Pharmacy (944) 34 6.4 7 3.7 41 
Dentistry (691) 13 2.4 5 2.7 18 
Medical lab. Sciences (220) 8 1.5 2 1.1 10 
Nursing (436) 6 1.1 1 0.5 7 
Health (427) 8 1.5 3 1.6 11 
 
Faculty of Education  
Moderate dep.  Severe dep. 
Faculty 
no. % no. % 
Total  
Education 
(2467) 
63 11.9 20 10.6 83 
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Shambat campus 
Moderate dep.  Severe dep. Faculty 
no. % no. % 
Total  
Veterinary medicine (926) 27 5.1 4 2.1 31 
Animal resources (379) 8 1.5 4 2.1 12 
Agriculture (1352) 32 6.0 21 11.2 53 
Forestry (240) 3 0.6 1 0.5 4 
 
 
 
Center campus 
Moderate dep.  Severe dep.  Faculty 
no. % no. % 
Total  
Engineering (3020) 91 17.1 30 16.0 121 
Science (1436) 30 5.6 15 8.0 45 
Economics (1614) 43 8.1 11 5.9 54 
Arts (2583) 55 10.4 20 10.6 75 
School of Math. (680) 18 3.4 5 2.7 23 
Law (693) 12 2.3 9 4.8 21 
Business (588) 20 3.8 4 2.1 24 
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Table (5) Prevalence rate of depression by father occupation. 
 
Degree of depression 
Moderate dep.  Severe dep.  Occupation 
no. % no. % 
Total  
Not working (256) 61 11.5 25 13.3 86 
Labourer (240)  58 10.9 25 13.3 83 
Commercial (108) 33 6.2 6 3.2 39 
Professional (901) 220 41.4 67 40.4 296 
Clerk (4)  0 0.0 0 0.0 0 
Farmer (153) 31 5.8 11 5.9 42 
Others (351) 96 18.1 32 17.0 128 
Died (144) 32 6.0 13 6.9 45 
P = 0.718 (not significant). 
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Table (6) Prevalence rate of depression by the level of mother 
education. 
 
Degree of depression 
Moderate dep.  Severe dep.  Level of mother 
education no. % no. % 
Total 
Illiterate (770) 193 36.3 75 39.9 268 
Khalwa (51) 12 2.3 6 3.2 18 
Primary school (291) 64 12.1 26 13.8 90 
Intermediate school (216) 55 10.4 17 9.0 72 
Secondary school (538) 130 24.5 47 25.0 177 
University graduated (237) 62 11.7 14 7.4 76 
Post-graduate (54) 15 2.8 3 1.6 18 
P = 0.577 (not significant). 
 
Table (7) Prevalence rate of depression within: Do you live with 
                 your parents? 
 
Moderate dep.  Severe dep. 
Degree of depression 
no. % no. % 
Total  
Yes (1741) 415 78.2 140 74.5 555 
No (416) 116 21.8 48 25.5 164 
P = 0.301 (not significant). 
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Table (8) Prevalence rate of depression within: Financial status 
  of the family as perceived  by the student.  
 
Moderate dep. Severe dep. 
Financial status no. % no. % 
Total  
Good (520) 120 22.6 37 19.7 157 
Average (1351) 328 61.8 101 53.7 429 
Poor (286) 83 15.6 50 26.6 133 
P = 0.004 (highly significant). 
 
 
Table (9) Prevalence rate of depression within: Have you been 
   sexually abused against your will?  
 
Moderate dep. Severe dep. 
Sexually abused no. % no. % 
Total  
Yes (123) 43 8.1 28 14.9 71 
No (2034) 488 91.9 160 85.1 648 
P = 0.007 (highly significant). 
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Table (10) Prevalence rate of depression by: Polygamy. 
 
Moderate dep.  Severe dep. 
Polygamy
no. % no. % 
Total  
Yes (213) 57 10.7 14 7.4 71 
No (1944) 474 89.3 174 92.6 648 
P = 0.194 (not significant). 
 
 
 
 
 
Table (11) Prevalence rate of depression within: A parent lost his   
  job.  
 
Moderate dep. 
Severe dep.  
A parent lost his  job  no. % no. % Total  
Yes (271) 83 15.6 38 20.2 121 
No (1886) 448 84.4 150 79.8 598 
P = 0.149 (not significant). 
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Table (12) Prevalence rate of depression by life events. 
 
Moderate depression Severe depression 
Yes No Yes No 
Total 
Variable 
no. % no. % no.  % no.  % yes no 
P-value  
One parent was hospitalized or severely ill; 
for 8 weeks or more. 118 22.2 413 77.8 49 26.1 139 73.9 410 1747 
0.284 
Fathers absence from home for 8 hrs or more/ 
week. 180 33.9 351 66.1 67 35.6 121 64.4 654 1503 
0.666 
Mothers absence from home for 8 hrs or 
more/week. 84 15.8 447 84.2 39 20.7 149 79.3 277 1880 
0.123 
A brother/sister died 45 8.5 486 91.5 14 7.4 174 92.6 175 1982 0.659 
You were severely ill for 2 weeks or more. 49 9.2 482 90.8 33 17.6 155 82.4 158 1999 0.002 
A parent died. 47 8.9 484 91.1 19 10.1 169 89.9 199 1958 0.608 
Family income decreased heavily. 100 37.7 331 62.3 85 45.2 103 54.8 664 1493 0.069 
Brother/sister was hospitalized for 2 weeks. 47 8.9 484 91.9 31 16.5 157 83.5 212 1945 0.004 
A brother quitted home after a fight. 23 4.3 508 95.7 15 8.0 173 92.0 69 2088 0.055 
Mother psychiatrically ill. 10 1.9 521 98.1 8 4.3 180 95.7 33 2124 0.074 
Father psychiatrically ill. 7 1.3 524 98.7 7 3.7 181 96.3 25 2132 0.040 
History of separation/divorce. 18 3.4 513 96.6 11 5.9 177 94.1 62 2095 0.140 
Mother/child separation. 30 5.6 501 94.4 17 9.0 171 91.0 113 2044 0.106 
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Figure (1)  Becks-Measurement within gender
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Figure (2)  Becks- measurement within Age groups
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Figure (3) Becks-measurement within Financial status
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Figure(4) Becks- Measurement within a brother quitted home
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DISCUSSION 
 
 This was an epidemiological community based survey to measure the 
prevalence rate of depression among University of  Khartoum students done at 
the year 2004. The sample was selected from all faculties, all class years, males 
and females, of all age groups.  
The calculated sample was 2157 students,  917 were males and 1240 were 
females, of a mean age of 20.85±2.73 years. 
 Considering gender; depression affected 427 females (59.4%) and 292 
males (40.6%) the difference was of statistical significance (P = 0.04), in 
accordance with previous studies worldwide. This could be due to the biological 
factors (stressors) and conflicts arising due to the different university 
community, and living in this big city; Khartoum(1, 2, 7). 
 When depression was related to age it was found without statistical 
significance (P = 0.33). This study found the older age groups (more than 30) 
was the least affected by depression.     This contradicted what is known about 
aging effect which says that, as individuals grow they experience more losses               
(i.e stresses) and therefore be depressed. 
 This study revealed no statistically significance difference in prevalence of 
depression between faculties (P = 0.37). Faculty of Engineering got the highest 
rate (16.8%) which was also found in the year 1972 by Dr. Bashir Hamad (6). 
Faculty of Medicine got a rate of (12.0%). These two high rates in two faculties 
could be due to the tough work students are facing. The lowest prevalence of 
depression was found in the faculty of Forestry (0.6%).  
In this study we noticed the rate of moderate depression exceeded that of 
severe depression in all faculties. 
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 Considering fathers’ occupations the highest prevalence rate of depression 
was found among siblings of professionals (41.2%). This was found in 
agreement with Dr. Bashir Hamad’s findings (6). May be this because 
professionals are busy with their professions sparing minimum time for their 
families not satisfying all their needs even financially. The striking result in this 
study is that not a single sibling of a clerk was found suffering depression i.e 
zero prevalence, which could be due to ample time clerks are giving to their 
families sharing with them all life events. Inspite of these differences fathers’ 
occupations was of no statistical significance in prevalence of depression       (P 
= 0.71). 
 When relating the prevalence rate of depression to the level of mothers’ 
education it was found of no statistical significance (P = 0.57) in agreement with 
Dr. Bashir Hamad survey (6). 
 The study found the rate of severe depression decreases with higher levels 
of mothers’ education, and moderate depression rate increases with increased 
educational level of mothers. Also in this study equal prevalence rates of 
depression were found among siblings of highly educated mothers 
(postgraduate) and those with Khalwa level of education (2.5%). 
 Living with parents was found to be of no statistical significant difference 
in the prevalence rates of depression          (P = 0.30). So; the study concluded 
that mere living with parents does not protect against depression. 
 This study found that psychiactric illness of fathers predisposes to 
depression more than psychiactric illness of mothers with p-values (0.04) and 
(0.07) respectively. This points to greater role played by fathers in upbringing of 
siblings. 
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 Hospitalization or severe illness of a parent for two weeks or more did not 
affect the prevalence rate of depression significantly (P = 0.28). Here the study 
did not consider which parent was severely ill.  
 Considering the event of one parent quitted home it was found without 
statistical significance (P = 0.14). The study did not ask why and which parent 
quitted home. 
 The death of a parent did not affect the prevalence rate of depression 
significantly (P = 0.60). This contrasted a grate number of previous studies. 
 Parental fights was not associated with higher rates of depression. Again it 
contrasted other studies allover the world     (P = 0.09). This may be because the 
study did not go deep in types and frequencies of the fights. 
 The loss of one parent's job was without significant difference (P = 0.14). 
This may be due to the fact that the lost job was not satisfying. 
 The past history of parental separation/divorce was no statistical 
significance (P = 0.14). Again this contrasted other studies worldwide. This 
might be due to fact that our study did not go deep in the detailed history of 
parental separation/divorce. 
 Considering fathers with more than one wife (polygamy), table (12) it was 
without statistically significant difference          (P = 0.19) in the prevalence rate 
of depression. This might be due to the fact that fathers are having the upper 
hand in controlling their families life. 
 When we came to study the relation between the financial status (as 
perceived by the students) and the prevalence rate of depression, the study found 
it to be related with a statistical significance (P = 0.004). In this study depression 
was found more among those with average financial status, than the poor. This 
contradicted the results of previous studies. Where in this study; the overall 
prevalence of depression, was found the lowest among the poor. 
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 This study did not find a statistically significant relationship between the 
prevalence rate of depression and the family income been decreased heavily (P = 
0.06). 
 Hospitalization or severe illness of the student for two weeks or more, 
affected the prevalence rate of depression significantly (P = 0.002). 
 Sexual abuse against the student’s will was with a high statistical 
significance (P = 0.007). 
 Relating the history of mother/child separation to the prevalence rate of 
depression, was without statistical significance (P = 0.106). This contrasted other 
studies and might be due to the extended type of families in Sudan. 
 In this study, we found a statistically significant relationship between the 
prevalence rate of depression, and the event of a student’s brother who quitted 
home after a fight          (P = 0.05). 
 On relating the prevalence rate of depression to hospitalization of the 
students’ brother/sister, the study found a statistically significant relationship (P 
= 0.004). The event disturbs the home routine, and makes extraburden on the 
family members. 
 This study found the death of a students’ brother/sister of no statistical 
significance (P = 0.65). Death is thought of as a fact of life. 
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CONCLUSION 
 
 Depression is highly prevalent and now; there are changes in roles of the 
different determinants of depression. 
 The interfamily relations are becoming weaker.  
 These changes could be due to globalization changing concepts growing 
individuality and cash economy. 
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RECOMMENDATIONS 
 
1. Support more researches into biological and psychological aspects of 
mental health. 
2. Integration of mental health in primary health care, and provision of 
treatment. 
3. Health education of the community about mental health to stop 
discrimination and stigma.  
4. Monitor community mental health and strengthen links with other sectors. 
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  ﺑﺴﻢ اﷲ اﻟﺮﺣﻤﻦ اﻟﺮﺣﻴﻢ
  ﺟﺎﻣﻌﺔ اﻟﺨﺮﻃﻮم
  ﻋﻤﺎدة ﺷﺆون اﻟﻄﻼب
  ﻗﺴﻢ اﻟﺮﺳﻮم اﻟﺪراﺳﻴﺔ واﻻﺣﺼﺎء
  م3002- 2002م ﺣﺴﺐ اﻟﻜﻠﻴﺎت واﻟﻔﺼﻮل واﻟﺠﻨﺲ 3002 – 2002اﺣﺼﺎﺋﻴﺔ ﺗﺒﻴﻦ اﻋﺪاد اﻟﻄﻼب ﺑﺠﺎﻣﻌﺔ اﻟﺨﺮﻃﻮم ﻟﻠﻌﺎم اﻟﺪراﺳﻲ 
  راﺑﻌﺔ  ﺛﺎﻟﺜﺔ  ﺛﺎﻧﻴﺔ  اوﻟﻰ  اﻟﻜﻠﻴﺔ
  
  اﻟﻤﺠﻤﻮع  ﺳﺎدﺳﺔ  ﺧﺎﻣﺴﺔ
  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  ﻃﺎﻟﺒﺔ  ﺎﻟﺐﻃ  ﻃﺎﻟﺒﺔ  ﻃﺎﻟﺐ  
  9271  458      681  86  893  33  053  471  553  282  044  792  اﻻداب
  058  467      23  92  961  231  581  861  602  802  852  722  اﻻﻗﺘﺼﺎد
  063  333          501  38  57  18  17  18  901  88  اﻟﻘﺎﻧﻮن
  529  115      16  42  102  87  181  79  561  101  713  112   اﻟﻌﻠﻮم
  967  1522      604  67  241  693  721  663  341  273  151  145  اﻟﻬﻨﺪﺳﺔ
  482  403      61  12  97  46  34  15  96  97  77  98  اﻟﻌﻠﻮم اﻻدارﻳﺔ
  253  823      27  74  45  67  35  25  27  75  101  69  اﻟﻌﻠﻮم اﻟﺮﻳﺎﺿﻴﺔ
  6541  9101  191  231  251  531  334  403  722  761  612  341  732  831  اﻟﻄﺐ
  644  892      361  48  201  44  931  57  521  06  711  53   اﻟﺼﻴﺪﻟﺔ
  305  881      17  62  56  52  071  56  001  83  79  43   اﻻﺳﻨﺎن
  792  031      82  02  75  61  14  51  37  03  89  94  اﻟﺼﺤﺔ
  183  55          79  9  18  6  76  11  631  92  اﻟﺘﻤﺮﻳﺾ اﻟﻌﺎﻟﻰ
  471  64      51  6  34  8  93  41  63  4  14  41  اﻟﻤﺨﺘﺒﺮات اﻟﻄﺒﻴﺔ
  968  384      062  321  661  74  931  88  541  29  951  331  اﻟﺰراﻋﺔ
  675  053      541  88  69  05  011  84  301  67  221  88  اﻟﺒﻴﻄﺮة
  451  68      92  52  63  4  12  11  72  72  14  91  اﻟﻐﺎﺑﺎت
  742  231      85  53  84  41  53  82  63  23  07  32  اﻻﻧﺘﺎج اﻟﺤﻴﻮاﻧﻰ
  5851  288          755  132  103  441  123  881  604  913  اﻟﺘﺮﺑﻴﺔ
  75121  4109  191  231  8821  137  8482  4161  7132  0561  0332  1881  7792  0342  اﻟﻤﺠﻤﻮع
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  اﻟﻜﻠﻴﺔ  ﺳﺎدﺳﺔ  ﺧﺎﻣﺴﺔ  راﺑﻌﺔ  ﺛﺎﻟﺜﺔ  ﺛﺎﻧﻴﺔ  اوﻟﻰ
n  N FM n N FM n N FM n N FM n N FM n N FM
         62 452 91  7 34 134 04  3 35 425 14 21 46 736 63 82 47 737 62 03  اﻻداب
          6  16  3  3 03 103 71 31 63 353 91 71 24 414 22 02 94 584 11 32  اﻻﻗﺘﺼﺎد
                 02 881 11  9 61 651  8  8 51 251  7  8 91 791 23  8  اﻟﻘﺎﻧﻮن
          9  58  6  3 82 972 02  8 82 872 81 01 72 662 71 01 35 825 51 12  اﻟﻌﻠﻮم
         87 287 12 75 45 835 41 04 05 394 31 73 25 505 41 83 07 296  8 55  اﻟﻬﻨﺪﺳﺔ
اﻟﻌﻠﻮم 
          4  73  2  2 41 341  8  6  9  49  4  5 51 841  7  8 71 661 01  9  اﻻدارﻳﺔ
اﻟﻌﻠﻮم 
         21 911  7  5 31 031  5  8 11 501  6  5 31 921  5  8 02 791 42 01  اﻟﺮﻳﺎﺿﻴﺔ
 23 323 91 31 92 782 51 41 47 737 34 13 04 493 32 71 63 953 22 41 83 573 21 41  اﻟﻄﺐ
         42 472 61  8 51 841 11  4 22 412 41  8 91 581 31  6 51 251 01  3   اﻟﺼﻴﺪﻟﺔ
         01  79  7  3  9  09  6  3 42 532 71  7 41 831 01  4 31 131  9  3   اﻻﺳﻨﺎن
          5  54  3  2  7  37  5  2  7  65  5  2 01 301  7  3 41 741 41  5  اﻟﺼﺤﺔ
اﻟﺘﻤﺮﻳﺾ 
                 01 601  9  1  9  78  8  1  9  87  7  1 61 561  4  3  اﻟﻌﺎﻟﻰ
اﻟﻤﺨﺘﺒﺮات 
          2  12  1  1  5  15  4  1  5  35  4  1  4  04  3  1  6  55 61  2  اﻟﻄﺒﻴﺔ
         93 383 62 31 12 312 61 51 32 722 31 01 42 732 51  9 92 292 21 31  اﻟﺰراﻋﺔ
         32 332 41  9 51 641 01  5 61 651 11  5 81 971 01  8 12 012  4  9  اﻟﺒﻴﻄﺮة
          5  45  3  2  4  04  3  1  3  23  2  1  7  45  3  4  6  06  7  2  ﻐﺎﺑﺎتاﻟ
اﻻﻧﺘﺎج 
         01  39  6  4  6  26  5  1  6  36  3  3  7  68  4  3  9  39 14  2  اﻟﺤﻴﻮاﻧﻰ
                 08  87 75 32 54 544 03 51 15 905 23 91 37 527   23  اﻟﺘﺮﺑﻴﺔ
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  ﻣﻘﻴﺎس ﺑﻚ اﻟﻤﺼﻐﺮ ﻟﻼآﺘﺌﺎب
  
  ......................:....... اﻟﺮﻗﻢ اﻟﻤﺘﺴﻠﺴﻞ
  ...................... :.................اﻟﻜﻠﻴﺔ
  ........................ :...............اﻟﻔﺼﻞ
  ............................... :.........اﻟﻌﻤﺮ
  / 1
  .ﻻ ﺍﺸﻌﺭ ﺒﺎﻟﺤﺯﻥ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺤﺯﻥ ﻭﺍﻟﻜﺂﺒﺔ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺤﺯﻥ ﻁﻭل ﺍﻟﻴﻭﻡ ﻭﻻ ﺍﺴﺘﻁﻴﻊ ﺍﻟﺘﺨﻠﺹ ﻤﻨﻪ  •
 . ﻟﺩﺭﺠﺔ ﺍﻨﻨﻰ ﻻ ﺍﺴﺘﻁﻴﻊ ﺘﺤﻤل ﺫﻟﻙ ﺍﻨﺎ ﺤﺯﻴﻥ •
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  .ﻟﺴﺕ ﻤﺘﺸﺎﺌﻤﺎﹰ ﺒﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺴﺘﻘﺒل  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺘﺸﺎﺅﻡ ﺒﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺴﺘﻘﺒل  •
 .ﺍﺸﻌﺭ ﺒﺎﻨﻪ ﻟﻴﺱ ﻫﻨﺎﻟﻙ ﺸﺊ ﻴﺴﺭ ﺒﺎﻟﻤﺴﺘﻘﺒل  •
 .ﺍﺸﻌﺭ ﺒﺎﻥ ﺍﻟﻤﺴﺘﻘﺒل ﻻ ﺍﻤل ﻓﻴﻪ ﻭﺍﻥ ﺍﻻﻤﻭﺭ ﻟﻥ ﺘﺘﺤﺴﻥ  •
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  .ﻻ ﺍﺸﻌﺭ ﺒﺎﻨﻨﻰ ﺸﺨﺹ ﻓﺎﺸل  •
 .ﺍﺸﻌﺭ ﺒﺎﻨﻨﻰ ﻓﺸﻠﺕ ﺍﻜﺜﺭ ﻤﻥ ﺍﻟﻤﻌﺘﺎﺩ  •
 .ﻋﻨﺩﻤﺎ ﺍﻨﻅﺭ ﺍﻟﻰ ﻤﺎ ﻤﻀﻰ ﻤﻥ ﺍﻟﺴﻨﻭﺍﺕ ﻻ ﺍﺭﻯ ﺍﻻ ﺍﻟﻔﺸل ﺍﻟﺯﺭﻴﻊ  •
 .ﺍﺸﻌﺭ ﺒﺎﻨﻨﻰ ﺸﺨﺹ ﻓﺎﺸل ﺘﻤﺎﻤﺎﹰ  •
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  .ﺍﺴﺘﻤﺘﻊ ﺒﺩﺭﺠﺔ ﻜﺎﻓﻴﺔ ﺒﺠﻭﺍﻨﺏ ﺍﻟﺤﻴﺎﺓ ﻜﻤﺎ ﺍﻋﺘﺩﺕ ﻤﻥ ﻗﺒل  •
 .ﻻ ﺍﺴﺘﻤﺘﻊ ﺒﺠﻭﺍﻨﺏ ﺍﻟﺤﻴﺎﺓ ﻋﻠﻰ ﺍﻟﻨﺤﻭ ﺍﻟﺫﻯ ﺘﻌﻭﺩﺕ ﻋﻠﻴﻪ  •
 .ﻟﻡ ﺍﻋﺩ ﺍﺤﺼل ﻋﻠﻰ ﺍﺴﺘﻤﺘﺎﻉ ﺤﻘﻴﻘﻲ ﻤﻥ ﺍﻯ ﺸﺊ ﻓﻰ ﺍﻟﺤﻴﺎﺓ  •
 .ﻊ ﺍﻁﻼﻗﺎﹰ ﺒﺎﻱ ﺸﺊ ﻓﻰ ﺍﻟﺤﻴﺎﺓ ﻻ ﺍﺴﺘﻤﺘ •
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  .ﻻ ﺍﺸﻌﺭ ﺒﺎﻨﻨﻰ ﺍﺜﻡ ﺍﻭ ﻤﺫﻨﺏ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺫﻨﺏ ﻤﻌﻅﻡ ﺍﻟﻭﻗﺕ  •
 .ﺍﺸﻌﺭ ﺸﻌﻭﺭﺍﹰ ﻋﻤﻴﻘﺎﹰ ﺒﺎﻟﺫﻨﺏ ﻤﻌﻅﻡ ﺍﻻﻭﻗﺎﺕ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺫﻨﺏ ﺒﺼﻔﺔ ﺩﺍﺌﻤﺔ  •
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  .ﻻ ﺍﺸﻌﺭ ﺒﺎﻨﻰ ﻤﺤﺒﻁ  •
 .ﺍﻨﺎ ﻤﺤﺒﻁ  •
 .ﻤﺸﻤﺌﺯ ﻤﻥ ﻨﻔﺴﻲ  •
 .ﺍﻜﺭﻩ ﻨﻔﺴﻲ  •
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  .ﻟﻴﺴﺕ ﻟﺩﻯ ﺍﻓﻜﺎﺭ ﻟﻠﺘﺨﻠﺹ ﻤﻥ ﺤﻴﺎﺘﻲ  •
 .ﺎﺭ ﻟﻠﺘﺨﻠﺹ ﻤﻥ ﺤﻴﺎﺘﻲ ﻟﺩﻯ ﺍﻓﻜ •
 .ﺴﺄﻗﺘل ﻨﻔﺴﻲ ﺍﻥ ﻭﺠﺩﺕ ﺍﻟﻔﺭﺼﺔ  •
 .ﺴﺄﻗﺘل ﻨﻔﺴﻲ  •
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 .ﻟﻡ ﺍﻓﻘﺩ ﺍﻫﺘﻤﺎﻤﺎﺘﻰ ﺒﺎﻟﻨﺎﺱ  •
 .ﻗل ﺍﻫﺘﻤﺎﻤﻰ ﺒﺎﻟﻨﺎﺱ ﻤﻤﺎ ﺘﻌﻭﺩﺕ ﻋﻠﻴﻪ ﻤﻥ ﻗﺒل  •
 .ﻓﻘﺩﺕ ﺍﻏﻠﺏ ﺍﻫﺘﻤﺎﻤﻰ ﺒﺎﻟﻨﺎﺱ ﻭﻟﺩﻯ ﻤﺸﺎﻋﺭ ﻗﻠﻴﻠﺔ ﺘﺠﺎﻫﻬﻡ  •
 .ﻓﻘﺩﺕ ﻜل ﺍﻫﺘﻤﺎﻤﻰ ﺒﺎﻟﻨﺎﺱ ﻭﻻ ﺍﻫﺘﻡ ﺒﻬﻡ ﻋﻠﻰ ﺍﻻﻁﻼﻕ  •
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 .ﻨﻔﺱ ﺍﻟﺠﻭﺩﺓ ﻜﻤﺎ ﺘﻌﻭﺩﺕ ﺍﻥ ﺍﺘﺨﺫﻫﺎ ﻤﻥ ﻗﺒل ﺍﺘﺨﺫ ﺍﻟﻘﺭﺍﺭﺍﺕ ﺒ •
 .ﺘﻭﻗﻔﺕ ﻋﻥ ﺍﺘﺨﺎﺫ ﺍﻟﻘﺭﺍﺭﺍﺕ ﺍﻜﺜﺭ ﻤﻤﺎ ﺘﻌﻭﺩﺕ ﻋﻠﻴﻪ ﻤﻥ ﻗﺒل  •
ﻟﺩﻯ ﺼﻌﻭﺒﺎﺕ ﺍﻜﺒﺭ ﻓﻰ ﺍﺘﺨﺎﺫ ﺍﻟﻘﺭﺍﺭﺍﺕ ﺍﻜﺜﺭ ﻤﻤﺎ ﻜﺎﻨﺕ ﻋﻠﻴﻪ ﻤﻥ ﻗﺒل  •
 .
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 .ﻻ ﺍﺴﺘﻁﻴﻊ ﺍﺘﺨﺎﺫ ﻗﺭﺍﺭﺍﺕ ﺍﻜﺜﺭ ﺍﻁﻼﻗﺎﹰ  •
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 .ﻻ ﺍﺸﻌﺭ ﺒﺎﻨﻨﻰ ﺍﺒﺩﻭ ﺍﻗﺒﺢ ﻤﻤﺎ ﺘﻌﻭﺩﺕ ﻋﻠﻴﻪ ﻤﻥ ﻗﺒل  •
 .ﻗﻠﻕ ﻋﻠﻰ ﺍﻨﻨﻰ ﺍﻜﺒﺭ ﺴﻨﺎﹰ ﻭﺍﻗل ﺠﺎﺫﺒﻴﺔ ﻤﺸﻐﻭل ﻭ •
 .ﺍﻋﺘﻘﺩ ﺒﺎﻨﻨﻰ ﺍﺒﺩﻭ ﻗﺒﻴﺤﺎﹰ ﺍﻭ ﻜﺭﻴﻪ ﺍﻟﻤﻨﻅﺭ  •
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 .ﺍﺴﺘﻁﻴﻊ ﺍﻟﻌﻤل ﺒﻨﻔﺱ ﺍﻟﺠﻭﺩﺓ ﻜﻤﺎ ﺘﻌﻭﺩﺕ ﻤﻥ ﻗﺒل  •
 .ﻴﺘﻁﻠﺏ ﺍﻟﺒﺩﺀ ﻓﻰ ﺍﻟﻌﻤل ﺠﻬﺩﺍﹰ ﺍﻀﺎﻓﻴﺎﹰ ﻤﻨﻰ ﺍﻻﻥ  •
 .ﻴﺠﺏ ﻋﻠﻰ ﺍﻥ ﺍﺩﻓﻊ ﻨﻔﺴﻲ ﺒﻘﻭﺓ ﻻﻗﻭﻡ ﺒﺎﻯ ﺸﺊ  •
 .ﻻ ﺍﺴﺘﻁﻴﻊ ﺍﻥ ﺍﻗﻭﻡ ﺒﺎﻯ ﻋﻤل ﻋﻠﻰ ﺍﻻﻁﻼﻕ  •
    / 21
 .ﻻ ﺍﺸﻌﺭ ﺒﺎﻟﺘﻌﺏ ﺍﻜﺜﺭ ﻤﻥ ﺍﻟﻤﻌﺘﺎﺩ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺘﻌﺏ ﺒﺴﻬﻭﻟﺔ ﺍﻜﺜﺭ ﻤﻥ ﺍﻟﻤﻌﺘﺎﺩ  •
 .ﺍﺸﻌﺭ ﺒﺎﻟﺘﻌﺏ ﻤﻥ ﺍﺩﺍﺀ ﺍﻯ ﻋﻤل ﺘﻘﺭﻴﺒﺎﹰ  •
 .ﻓﻰ ﻤﻨﺘﻬﻰ ﺍﻟﺘﻌﺏ ﻭﺍﻻﺠﻬﺎﺩ ﻟﺩﺭﺠﺔ ﺘﻤﻨﻌﻨﻰ ﻤﻥ ﺍﺩﺍﺀ ﺍﻯ ﻋﻤل  •
  /31
 .ﺸﻬﻴﺘﻲ ﻟﻼﻜل ﻟﻴﺴﺕ ﺍﺴﻭﺃ ﻤﻥ ﺍﻟﻤﻌﺘﺎﺩ  •
 .ﺸﻬﻴﺘﻲ ﻟﻼﻜل ﻟﻴﺴﺕ ﺠﻴﺩﺓ ﻜﻤﺎ ﻜﺎﻨﺕ  •
 .ﺸﻬﻴﺘﻲ ﺍﺴﻭﺃ ﺍﻻﻥ  •
 .ﻴﺴﺕ ﻟﻲ ﺸﻬﻴﻪ ﻟﻼﻜل ﻨﻬﺎﺌﻴﺎﹰ ﻟ •
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ﻢﻴﺣﺮﻟا ﻦﻤﺣﺮﻟا ﷲا ﻢﺴﺑ  
  
The Sociodemographic Questionnaire  
 
 Serial  :……………….……    (          ) Male         (       ) Female  
Class year :………………… 
Age : ……………………… 
Faculty :…………………… 
 
1. Polygamy                                         Yes                        No  
2. Father occupation                             Yes                        No 
3. Mother education                       Yes                        No 
4. Do you live with your parents ? Yes                        No 
5. Was there any history of separation or divorce ? 
Yes                        No 
6. Mother psychiatrically ill ?              Yes                         No 
7. Father psychiatrically ill ?       Yes                     No 
8. Mother / child separation ?               Yes                       No 
9. The financial status as perceived by the student : 
Good :…………………. 
Average :……………… 
Poor :……………..…… 
10. Have you been at any time in your life sexually approached 
against your wishes or interfered in any way ? 
 Yes                        No 
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  ﺑﺴﻢ اﷲ اﻟﺮﺣﻤﻦ اﻟﺮﺣﻴﻢ
  
  اﺣﺪاث ﺣﻴﺎﺗﻴﺔ
  
  :......................... اﻟﺮﻗﻢ اﻟﻤﺘﺴﻠﺴﻞ •
  :..................................اﻟﻜﻠـﻴﺔ •
  :.........................اﻟﻔﺼﻞ اﻟﺪراﺳﻲ •
  
  -:ﻓﻰ ﺧﻼل اﻟﺴﻨﺘﻴﻦ اﻟﻤﺎﺿﻴﺘﻴﻦ هﻞ 
  
ﺍﻭ ﺍﻜﺜﺭ ﺍﻭ ﻤـﺭﺽ ﺍﺤـﺩ ﺍﺩﺨل ﺍﺤﺩ ﺍﻟﻭﺍﻟﺩﻴﻥ ﺍﻟﻤﺴﺘﺸﻔﻲ ﻟﻔﺘﺭﺓ ﺍﺴﺒﻭﻋﻴﻥ  .1
  ﺍﻟﻭﺍﻟﺩﻴﻥ ﺒﻤﺭﺽ ﺸﺩﻴﺩ ﻟﻤﺩﺓ ﺍﺴﺒﻭﻋﻴﻥ ﺍﻭ ﺍﻜﺜﺭ ؟ 
 ﺸﺠﺎﺭ ﺍﻟﻭﺍﻟﺩﻴﻥ ﻴﺯﺩﺍﺩ ﺴﻭﺀﺍﹰ ؟ .2
 ﻓﻘﺩ ﺍﺤﺩ ﺍﻟﻭﺍﻟﺩﻴﻥ ﻭﻅﻴﻔﺘﻪ ؟ .3
 ﺍﺯﺩﺍﺩ ﻏﻴﺎﺏ ﺍﻟﻭﺍﻟﺩ ﻟﻔﺘﺭﺓ ﺜﻤﺎﻨﻴﺔ ﺴﺎﻋﺎﺕ ﺍﻭ ﺍﻜﺜﺭ ﺨﻼل ﻓﺘﺭﺓ ﺍﺴﺒﻭﻉ ؟ .4
 ﺘﻭﻓﻰ ﺍﺤﺩ ﺍﺨﻭﺍﻨﻙ ﺍﻭ ﺍﺨﻭﺍﺘﻙ ؟ .5
 ﺍﻜﺜﺭ ؟ﺍﺯﺩﺍﺩ ﻏﻴﺎﺏ ﺍﻻﻡ ﻟﻔﺘﺭﺓ ﺜﻤﺎﻨﻴﺔ ﺴﺎﻋﺎﺕ ﻓﻰ ﺍﻻﺴﺒﻭﻉ ﺍﻭ  .6
ﺍﺩﺨﻠﺕ ﻟﻠﻤﺴﺘﺸﻔﻰ ﻟﻤﺩﺓ ﺍﺴﺒﻭﻋﻴﻥ ﺍﻭ ﺍﻜﺜﺭ ﺍﻭ ﺍﺼﺒﺕ ﺒﻤﺭﺽ ﺸﺩﻴﺩ ﻟﻤـﺩﺓ  .7
 ﺍﺴﺒﻭﻋﻴﻥ ﺍﻭ ﺍﻜﺜﺭ ؟
 ﺍﺤﺩ ﺍﻟﻭﺍﻟﺩﻴﻥ ﺘﺭﻙ ﺍﻟﻤﻨﺯل ؟ .8
 ﺘﻭﻓﻰ ﺍﺤﺩ ﺍﻟﻭﺍﻟﺩﻴﻥ ؟ .9
 ﺍﻨﺨﻔﺽ ﺩﺨل ﺍﻻﺴﺭﺓ ﺍﻨﺨﻔﺎﻀﺎﹰ ﻤﻠﺤﻭﻅﺎﹰ ؟ .01
 ﺩﺨل ﺍﺤﺩ ﺍﺨﻭﺘﻙ ﺍﻭ ﺍﺨﻭﺍﺘﻙ ﻟﻠﻤﺴﺘﺸﻔﻰ ﻟﻤﺩﺓ ﺍﺴﺒﻭﻋﻴﻥ ﺍﻭ ﺍﻜﺜﺭ ؟ .11
 ﺘﺭﻙ ﺍﺤﺩ ﺍﺨﻭﺍﻨﻙ ﺍﻟﻤﻨﺯل ﺒﻌﺩ ﺸﺠﺎﺭ ؟ .21
 
